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Background: Evidence suggests that switch from spinal/general anaesthesia (SA/GA) to perianal block
(PAB) may prove advantageous for proctologic surgeries. This study evaluates the practicability of this
evidence based switch.
Methods: Feasibility and efﬁcacy of PAB for proctologic surgeries was prospectively evaluated on 100
consecutive patients over 11 months. Thirty ml of local anesthetic (0.25% bupivacaineþ 1% lignocaine
with adrenaline) was inﬁltrated into the anal sphincter and perianal skin, under sedation, for achieving
PAB. Time taken for onset of anesthesia; success/failure of block; conversion rate to GA; operative ease;
operative time; post operative recovery; duration of analgesia; post operative pain based on verbal
response score (VRS; scale: 0–100); and complications were analyzed.
Results: 54 open haemorrhoidectomies; 27 ﬁstulectomies and 19 lateral sphincterotomies were
performed. Average of 3 min (range 2–5 min) was needed for onset. Block was successful in 97% of cases.
3% needed conversion to GA. Good anesthesia and sphincter relaxation ensured operative ease. Median
operative time was 20 min (range 10–35 min). Analgesia lasted a median of 5 hours (range 3–10 hrs).
Subsequent pain ranged between VRS 10–40, tapering off, along with analgesic requirement, over
a week. Trivial injection site hematoma (1%) and reactionary bleeding (1%) were the complications
observed. Post operative recovery was uniformly smooth in all patients.
Conclusions: Perianal block is a safe, feasible, reliable, and reproducible mode of anesthesia for ano-rectal
surgeries. Its evident efﬁcacy justiﬁes its adoption as anesthesia of choice.
 2009 Surgical Associates Ltd. Published by Elsevier Ltd. All rights reserved.1. Introduction
Ano-rectal disorders affect about 5% of adult population.1
Although, ano-rectal surgeries have conventionally been per-
formed under general anesthesia (GA) and spinal anesthesia (SA),
recent studies indicate the feasibility of their performance under
perianal blocks (PAB) with distinctive advantages.2–15 Being a high
volume centre with constraints of operation room time, anesthe-
tists’ services and nursing staff, our unit switched to PAB for
proctologic surgeries based on these studies.1–15 This article
documents our experience and wisdom gained by this evidence
based change of practice., sarangabharathi@gmail.com
harma), ajay13dabas@gmail.
ladar).
ciates Ltd. Published by Elsevier Lt2. Materials and methods
Efﬁcacy and feasibility of PAB for ano-rectal surgeries was
prospectively evaluated over 11 months (Jul 2008 to May 2009).
One hundred and twenty three consecutive patients needing
surgery for ano-rectal diseases presented during the period. Of
these only 100 were operated under PAB as the remainder did not
fulﬁll the laid criteria (Table 1).
Patients were admitted on the morning of surgery or an
evening prior. Written informed consent was obtained. No bowel
preparation was done. Patients were allowed clear ﬂuids, orally,
till 2 hours prior to entering the operation theatre. Intravenous
ciproﬂoxacin 200 mgs and metronidazole 500 mgs were admin-
istered immediately before the surgery and were continued orally
for 3 days. Midazolam 2 mgs and pentazocine 15–30 mgs were
administered intravenously before the procedure to sedate the
patient to a state where patient could respond to verbal and tactile
stimuli (score of 3/5 by Observer’s Assessment of Alertness/
Sedation score).16d. All rights reserved.
Table 2
Results.
PARAMETERS ASSESSED RESULTS
Time taken for onset of anesthesia Median- 3 min; Range 2–5 min
Success/failure of technique based
on need for conversion to GA
97% successful
3% conversion to GA
Operative ease Good
Operative time Median- 20 min; Range 10–35 min
Duration of analgesia Median- 5 hrs; Range 3–10 hrs
Post operative pain VRS:10–40
Post operative recovery Rapid
Complications Hematoma- 1%; Bleeding- 1%
Urinary retention None
Table 1
Selection Criteria.
INCLUSION CRITERIA EXCLUSION CRITERIA
Third degree hemorrhoids
Chronic ﬁssures in ano
Low ﬁstulae in ano
Age over 16
Willingness for PAB
Acute suppurative episodes of ﬁstulae in ano
High ﬁstulae in ano
Perianal infections in the area of PAB
Pediatric age group
Choice for general/spinal anesthesia
Patients on anticoagulants
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adequate part preparationwith povidone iodine paint.We followed
the anesthetic technique described by Reshma & Begani4 and Ong
et al.8 which is described in brief.
Thirty ml of local anesthetic mixture of 0.25% bupivacaine and
1% lignocaine with adrenaline (1:200,000) was used. The anes-
thetic mixture was obtained by mixing 15 ml of 0.5% bupivacaine
with 15 ml of 2% lignocaine with adrenaline (1:100,000). The two
drugs diluted each other to give the desired concentration.
A 60 mm intra muscular needle was ﬁtted onto a 20 ml syringe
containing the anesthetic mixture. The anesthetic mixture was
deposited in the sphincter complex in a fan shaped manner
through punctures at 12 and 6’O clock. The perianal skin was also
circumferentially anesthetized. The block targeted the terminal
nerves to the sphincter and anal canal from the internal pudendal
and sacro-coccygeal nerves. In cases where the ﬁstula tract was
extending beyond 3 cms from the anal verge, additional anesthetic
solution was inﬁltrated around the tract. The sign of onset of
anesthesia was painlessness on anal dilatation and the laxity of the
sphincter.
Hemorrhoidectomies were performed using diathermy by
Milligan Morgan technique; lateral sphincterotomies were per-
formed by open technique; and ﬁstulectomies were performed for
low ﬁstulae in ano.
On completion of the procedure T-bandage was applied over
non adhesive dressings to the wound and patients were observed
in the recovery room for an hour. On conﬁrming a modiﬁed Alderet
score17 of 10 they were escorted to the ward where they were
allowed to ambulate freely and commence oral intake.
Pain was assessed by verbal response score (VRS) on a scale of
0–100, 8 hourly, before administering subsequent analgesic dose.
Oral NSAIDS (Paracetamol 500 mgsþ Ibuprofen 400 mgs) was
administered thrice daily, after meals, commencing from the noon
of surgery, for analgesia. Pentazocine 30 mgs was administered
intramuscularly if VRS >25. Liquid parafﬁn was prescribed for
softening stools. Sitz bath was prescribed after each defecation and
twice a day commencing from the ﬁrst post operative day. Being
a Military set up, the patients were followed up till their wounds
healed.
The parameters assessed are mentioned in Table 2.
3. Results
Hundred patients (88 males: 12 females) in the age range of
16–80 yrs (average age 43.5  13.62 yrs) underwent anal surgeries
under PAB over 11 months period. Fifty-four open haemor-
rhoidectomies; 27 ﬁstulectomies and 19 lateral sphincterotomies
were performed. A median of 3 min (range 2–5 min) was needed
for the block to take effect. Three patients needed conversion to GA
due to incomplete effect of the block. Good anesthesia and conse-
quent relaxation of sphincter ensured operative ease. Operative
time ranged between 10–35 min depending upon the number of
pedicles needing ligation and the complexity of ﬁstula tract.
Median operative time was 20 min. Patients were pain free for
a median of 5 hours post surgery (range 3–10 hours). Pain by VRSranged between 10–40 subsequently. Pain was maximum between
1–3 post operative day and it gradually subsided over the week to
a VRS< 15. The analgesic consumption also tapered with the
diminishing pain. Young soldiers (< 35 yrs) were more difﬁcult to
block and complained of pain more than the older patients. Use of
opioids for pain (VRS >25) was necessary only in a minority (17%)
within 1–3 post operative days. One patient developed a small
perianal hematoma following the injections. One patient developed
reactionary bleeding on the ﬁrst post operative day following
slippage of ligature over the haemorrhoidal pedicle necessitating
exploration under GA. Post operative recovery was rapid and
uniformly smooth in all patients. The results are summarized in
Table 2.
4. Discussion
Ano-rectal surgeries performed under conventional anesthesia
(GA/SA) are fraught with numerous side effects, such as, drowsi-
ness, headache, nausea, vomiting, sore throat, backache, post
operative pain and urinary retention.1–3 In addition to the need for
anesthetists’ expertise, GA/SA impose restrictions on pre/post
procedural oral intake & movement, necessitate close inpatient
post operative monitoring and contribute towards additional
operation room time consumption, making them rather patient
and surgeon unfriendly.1,2
Emerging trend inclines towards ambulatory surgery for ano-
rectal diseases owing to its advantages.1–5,11,18 Local anesthetic
inﬁltrations and blocks, used to alleviate pain following conven-
tionally performed ano-rectal surgeries,19–21 have immensely aided
this trend. Current evidence favors performance of these surgeries
exclusively under PAB (with or without additional sedation).1–15
The aim of PAB, irrespective of technique, is to block the
terminal nerve ﬁbres to the anus and the sphincter to facilitate
smooth and painless surgery.1–15 Techniques of administering PAB
vary from direct inﬁltration into the sphincter complex4,7 to inﬁl-
tration peri-sphincterically in the ischiorectal fossae.1,3,5,8,11–15 The
later has been performed primarily in three different ways- inﬁl-
tration posteriorly alone5,14; both anteriorly & posteriorly11; and all
around the sphincter complex.2,3,8,12,13 These techniques have been
combined variously with supplemental inﬁltration into the inter-
sphincteric space,2,7,15 sub- mucosal space3,12,13,15 and perianal
skin.2,4,7,15 Sedation, although not mandatory,3,12,13 has been found
to be helpful in allaying anxiety and pain associated with the
procedure.1,2,4–8,10
Opinion is divided3,12,13 about the use of direct sphincter
inﬁltration technique. We chose it as it was technically least
demanding and, in our experience, well tolerated by patients under
sedation.4,7 Sharp pain due to jab of the needle and sting of
inﬁltration is felt by all patients irrespective of the technique
used.2,3,8 Hence, we ﬁnd opinion against direct sphincter inﬁltra-
tion technique shallow. One may use local anesthetic creams to
blunt the pain of injection.3,8,12,13 PAB in young adults is more
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by others.8 Denser tissues and lower pain threshold in young adults
may be responsible for it.8
About 2 min are needed for administering PAB and another
3 min for achieving the desired anesthesia.2,4,5,8 We found the rapid
onset and recovery translate into quick turn around time, a felt
necessity in overloaded operation rooms of the developing
world.1,4,8
The choice of local anesthetic agents have varied widely from
lignocaine2,3 or ropivacaine8,12,13 alone to a cocktail of lignocaine
with bupivacaine,1,3,5–7 both with1,3,5–7 and without adrena-
line.2,8,12,13 On using lignocaine alone the pain relief lasts just
90 min,3 therefore, we chose a cocktail of bupivacaine and ligno-
caine, with adrenaline, to provide a combination of early onset and
prolonged action (for optimal post operative pain relief).
Both jack knife2,7,8,12,13 and lithotomy3,5 position have been
recommended for ano-rectal surgeries. We preferred the later so
that conversion to GA, in case of block failure, could be achieved
without alteration of position. The complete gamut of anal
surgeries could be performed with comfort under PAB.1,4,5,8,10
Studies demonstrate its efﬁcacy even in stapled
hemorrhoidectomies.7,12,13,15
Distinctive advantage of PAB is post operative pain relief which,
in our patients, lasted 5 hrs, concurring with experience of others.8
However, pain relief lasting up to 24 hours has been reported.20,21
Subsequent pain perception (VRS between 10–40) is similar to
thosewho undergo surgery conventionally,3,5,8,13 which canwell be
controlled using NSAIDS in majority, as seen in our study (83%). The
pain regresses gradually over a week, being maximal between 1–3
days, an observation that is shared by others.3,13
One of the distressing complications of bottom surgeries,
especially in elderly, is urinary retention which occurs in up to 17%
of patients.3,5,10 Perineal pain, reﬂex urethral sphincter spasm,
prolonged motor/autonomic blockade, over hydration by intrave-
nous ﬂuids and restriction of movement are some of the important
causes of urinary retention.3,10 PAB proves advantageous by
reducing incidence of urinary retention by alleviating perineal pain
and allowing free ambulation. Despite 22% of our patients being
above 55 yrs of age, none suffered from urinary retention. Other
studies report incidences up to 7%.5
PAB is largely successful (97% in our series) owing to the ease of
technique.2,4,5,8 Failures (3%), perhaps, owe to faulty technique.
Compared to conventional anesthesia, PAB proves safer by inter-
fering minimally with the physiologic homeostasis. Injection site
hematoma, bleeding, infection, anal sphincter/levator spasm,
severe pain, staple line dehiscence, fecal impact and urinary
retention are some of the complications reported in 1–3% of
patients.2–5,8,12,13 Our experience matches that of others, thereby
conﬁrming the safety of proctologic surgery under PAB. We feel
that barring injection site hematoma the complications mentioned
are attributable to ano-rectal surgeries and not to PAB per se.
Being a military set up, cost was not our primary concern and
hence was not evaluated. However, it is appreciated that the cost of
PAB would merely amount to that of a vial of local anesthetic and
a hypodermic syringe, which is fraction of the cost that would be
incurred in administering GA,1 an important consideration for the
developing world.
Summing up, our experience reiterates the wisdom in litera-
ture1–16 that testiﬁes the efﬁcacy of perianal block for proctologic
surgeries. Safety; ease of technique; optimal anesthesia; rapid
recovery; minimal side effects; quick turn around time; minimal
necessity of post operative monitoring; adequate post op pain reliefand low cost are virtues that justify adoption of PAB as anesthesia of
choice for proctologic surgeries.5. Conclusion
Perianal block is a safe, feasible, reliable, and reproducible mode
of anesthesia for ano-rectal surgeries. Its evident efﬁcacy justiﬁes
its adoption as anesthesia of choice.
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